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Major Recommendations
The evidence grades (A-D, X) and evidence-based statements (Strong Recommendation,
Recommendation, and Option) are defined at the end of the "Major Recommendations" field.

Statement 1: Communicating Expectations

Clinicians should ask all patients seeking rhinoplasty about their motivations for surgery and their
expectations for outcomes, should provide feedback on whether those expectations are a realistic goal of
surgery, and should document this discussion in the medical record.

Recommendation based on observational studies, with a preponderance of benefit over harm.

Action Statement Profile

Quality improvement opportunity: Avoid poor surgical outcomes among patients with unrealistic
expectations (National Quality Strategy [NQS] domains: patient safety; patient and family
engagement)
Aggregate evidence quality: Grade C, based on observational studies with a preponderance of
benefit over harm
Level of confidence in evidence: Low because of limited evidence
Benefits: Promote realistic expectations of achievable surgical outcomes, avoid surgery among
patients with unrealistic expectations, better align clinician and patient expectations, promote
enhanced communication, identify underlying psychiatric disorders (e.g., body dysmorphic disorder, or



BDD), promote patient satisfaction
Risk, harm, cost: Patient anxiety, time spent in assessing and counseling the patient
Benefit-harm assessment: Preponderance of benefit over harm
Value judgments: Perception by the guideline development group (GDG) that expectations are not
always fully considered before rhinoplasty and that explicitly assessing expectations could help
improve outcomes and potentially avoid surgery among patients with unachievable goals
Intentional vagueness: The specifics of the discussion are left to the discretion of the patient and
clinician
Role of patient preferences: None
Exceptions: None
Policy level: Recommendation
Differences of opinion: None

Statement 2: Comorbid Conditions

Clinicians should assess rhinoplasty candidates for comorbid conditions that could modify or
contraindicate surgery, including obstructive sleep apnea (OSA), BDD, bleeding disorders, or chronic use
of topical vasoconstrictive intranasal drugs.

Recommendation based on observational studies, with a preponderance of benefit over harm.

Action Statement Profile

Quality improvement opportunity: Identify known and potentially unknown comorbid conditions that
could result in poor outcomes or complications if not detected prior to surgery (NQS domain: patient
safety)
Aggregate evidence quality: Grade C, based on observational studies with a preponderance of
benefit over harm
Level of confidence in evidence: High
Benefits: Reduce surgical complications, identify opportunities to optimally prepare patients for
surgery, better counsel patients regarding surgical risk, avoid surgery in poor candidates
Risk, harm, cost: Time spent in assessing for comorbid conditions, false-positive results from
screening surveys, making the patient self-conscious
Benefit-harm assessment: Preponderance of benefit over harm
Value judgments: None
Intentional vagueness: None
Role of patient preferences: None
Exceptions: None
Policy level: Recommendation
Differences of opinion: None

Statement 3: Nasal Airway Obstruction

The surgeon, or the surgeon's designee, should evaluate the rhinoplasty candidate for nasal airway
obstruction during the preoperative assessment.

Recommendation based on observational studies, with a preponderance of benefit over harm.

Action Statement Profile

Quality improvement opportunity: Call explicit attention to an aspect of rhinoplasty planning that
could be overlooked, and identify unrelated causes of nasal airway obstruction (NQS domain: clinical
process/effectiveness)
Aggregate evidence quality: Grade C, based on observational studies with a preponderance of
benefit over harm
Level of confidence in evidence: High
Benefits: Avoid overlooking nasal airway obstruction; refine the surgical plan; identify deviated nasal
septum, nasal valve collapse, or both; identify nonanatomic causes of obstruction, including



inflammatory disorders, neoplastic disorders, and obstructing adenoids
Risk, harm, cost: Cost and adverse events of diagnostic procedures (endoscopy, imaging), time
spent in evaluating the patient, potential for focusing attention on incidental or asymptomatic
findings
Benefit-harm assessment: Preponderance of benefit over harm
Value judgments: Perception by a majority of the GDG that early evaluation for nasal airway
obstruction could identify opportunities to surgically improve the airway during rhinoplasty, which
may have been overlooked if not explicitly assessed prior to surgery
Intentional vagueness: The method of evaluating for nasal airway obstruction is left to the discretion
of the clinician
Role of patient preferences: Limited, primarily concerns the choice of tests or procedures beyond the
basic physical examination
Exceptions: None
Policy level: Recommendation
Differences of opinion: Minor differences regarding the inclusion of nasal function versus nasal
obstruction in the key action statement resulted in a panel vote: 8 members of the GDG voted to
include nasal obstruction; 3 voted to include nasal function; and 1 did not have an opinion

Statement 4: Preoperative Education

The surgeon, or the surgeon's designee, should educate rhinoplasty candidates regarding what to expect
after surgery, how surgery might affect the ability to breathe through the nose, potential complications of
surgery, and the possible need for future nasal surgery.

Recommendation based on observational studies on the benefits, in general, of the value of education
and counseling, with a preponderance of benefit over harm.

Action Statement Profile

Quality improvement opportunity: To facilitate shared decision making regarding the need for surgery
and surgical outcomes (NQS domain: patient and family engagement)
Aggregate evidence quality: Grade C, based on observational studies on the benefits, in general, of
the value of education and counseling, with a preponderance of benefit over harm
Level of confidence in evidence: High
Benefits: Facilitate shared decision making, promote realistic expectations, promote informed
consent, identify unrealistic expectations, improve quality of care and outcomes
Risk, harm, cost: Time spent with education, patient anxiety
Benefit-harm assessment: Preponderance of benefit over harm
Value judgments: None
Intentional vagueness: None
Role of patient preferences: None
Exceptions: None
Policy level: Recommendation
Differences of opinion: None

Statement 5: Counseling for OSA Patients

The clinician, or the clinician's designee, should counsel rhinoplasty candidates with documented OSA
about the impact of surgery on nasal airway obstruction and how OSA might affect perioperative
management.

Recommendation based on systematic reviews or randomized and observational studies with
preponderance of benefit over harm.

Action Statement Profile

Quality improvement opportunity: To facilitate informed patient decisions and coordinate care for
optimal surgical outcomes (NQS domains: patient safety; care coordination)



Aggregate evidence quality: Grade B, systematic reviews or randomized and observational studies
regarding the positive impact of rhinoplasty on OSA (reduced continuous positive airway pressure
[CPAP] pressures, enhanced CPAP compliance, lower apnea hypopnea index); Grade C, observational
studies on the benefits, in general, of counseling on shared decision making
Level of confidence in evidence: High
Benefits: Increase awareness of beneficial effects of rhinoplasty on CPAP compliance and use,
increase awareness of rhinoplasty as a means to reduce severity of OSA, facilitate shared decision
making, facilitate coordination of care (primary care clinician, sleep medicine specialist,
anesthesiologist, surgeon), plan more effectively for perioperative management
Risk, harm, cost: Time spent counseling, increased patient anxiety
Benefit-harm assessment: Preponderance of benefit over harm
Value judgments: None
Intentional vagueness: None
Role of patient preferences: None
Exceptions: None
Policy level: Recommendation
Differences of opinion: Minor regarding the need to include a separate statement about counseling
for rhinoplasty candidates with OSA: 8 members of the GDG voted in favor of a statement; 5
members felt that an additional statement was unnecessary

Statement 6: Managing Pain and Discomfort

The surgeon, or the surgeon's designee, should educate rhinoplasty patients before surgery about
strategies to manage discomfort after surgery.

Recommendation based on studies of the value of education and counseling, with a preponderance of
benefit over harm.

Action Statement Profile

Quality improvement opportunity: To facilitate informed patient decisions and coordinate care for
optimal management of pain and discomfort (NQS domains: patient and family engagement; clinical
process/effectiveness)
Aggregate evidence quality: Grade C, observational studies on the benefits, in general, of the value
of education and counseling, with a preponderance of benefit over harm
Level of confidence in evidence: Medium because of the indirectness of evidence and need to
extrapolate from other pain management studies
Benefits: Establish expectations regarding pain and discomfort, increase patient satisfaction,
decrease need for postoperative calls to physician office, raise awareness of intraoperative and
postoperative strategies to reduce pain and discomfort, reduce patient anxiety
Risk, harm, cost: Time spent counseling
Benefit-harm assessment: Preponderance of benefit over harm
Value judgments: Importance of patient education in promoting optimal outcomes
Intentional vagueness: None
Role of patient preferences: None
Exceptions: None
Policy level: Recommendation
Differences of opinion: None

Statement 7: Postoperative Antibiotics

When a surgeon, or surgeon's designee, chooses to administer perioperative antibiotics for rhinoplasty,
he or she should not routinely prescribe antibiotic therapy for a duration >24 hours after surgery.

Recommendation against prescribing based on randomized controlled trials and systematic reviews, with
a preponderance of harm over benefit.



Action Statement Profile

Quality improvement opportunity: Reduce antibiotic prescribing after rhinoplasty and promote
antibiotic stewardship (NQS domain: patient safety)
Aggregate evidence quality: Grade B, randomized controlled trials and systematic reviews with a
preponderance of harm over benefit
Level of confidence in evidence: Medium based on indirectness of evidence about benefits beyond 24
hours and absence of evidence concerning benefits of antibiotic prophylaxis for rhinoplasty patients
Benefits: Promote selective use of antibiotics after surgery (reducing induced bacterial resistance),
reduce antibiotic adverse effects, reduce cost
Risk, harm, cost: Potential for infection among patients who might have benefited from >24 hours of
antibiotic therapy but did not receive it
Benefit-harm assessment: Preponderance of benefit over harm
Value judgments: Perception by the GDG that antibiotics are commonly prescribed after rhinoplasty
despite a lack of evidence to consistently support benefits of administering antibiotics beyond a
single intraoperative dose or >24 hours after surgery; a desire to avoid reflex, or automatic,
prescribing of antibiotics after 24 hours
Intentional vagueness: The word "routine" is used to avoid setting a legal standard of care and to
reflect that there may be individual patient situations that warrant antibiotic prescribing
Role of patient preferences: Small
Exceptions: Revision surgery, complicated rhinoplasty, patients receiving nasal implants, patients
with postoperative nasal packing, patients with baseline nasal colonization with MRSA (methicillin-
resistant Staphylococcus aureus), extensive cartilage grafting, immunocompromised patients,
concurrent medical condition requiring antibiotics (e.g., rhinosinusitis)
Policy level: Recommendation against
Differences of opinion: None

Statement 8: Perioperative Steroids

The surgeon, or the surgeon's designee, may administer perioperative systemic steroids to the
rhinoplasty patient.

Option based on systematic review of randomized controlled trials with limitations and a balance of
benefits and harms.

Action Statement Profile

Quality improvement opportunity: Promote awareness of the benefits and risks of systemic steroids;
engage patients in shared decisions; emphasize a need for future research to increase our
confidence in the effect of perioperative steroids on the rhinoplasty patient (NQS domains: patient
safety; clinical process/ effectiveness)
Aggregate evidence quality: Grade B, based on systematic review of randomized controlled trials
with limitations and a balance of benefits and harms
Level of confidence in evidence: Low, because of small randomized trials with heterogeneity in drug
dosing, administration, and assessment of clinical outcomes; low precision in systematic review
pooled estimates of treatment effect
Benefits: Reduced periorbital ecchymosis and edema, reduced discomfort, less postoperative nausea
and vomiting
Risk, harm, cost: Cost, adverse events of systemic steroids (which include bone weakening,
avascular necrosis of the femur, adverse effect on diabetes, nervousness/ anxiety, etc.), potential
impact on wound healing
Benefit-harm assessment: Balance of benefits and harms
Value judgments: None
Intentional vagueness: The specifics of dosing and timing of steroid administration are at the
discretion of the clinician
Role of patient preferences: Moderate role in deciding whether or not to receive steroids



Exceptions: Patients for whom systemic steroids are contraindicated
Policy level: Option
Differences of opinion: None

Statement 9: Nasal Packing

Surgeons should not routinely place packing in the nasal cavity of rhinoplasty patients (with or without
septoplasty) at the conclusion of surgery.

Recommendation against, based on systematic reviews and randomized controlled trials with a
preponderance of harm over benefit and a lack of studies regarding the benefits of nasal packing after
rhinoplasty.

Action Statement Profile

Quality improvement opportunity: Improve patient comfort and outcomes by avoiding routine nasal
packing in the absence of documented benefits (NQS domains: patient safety; clinical process/
effectiveness)
Aggregate evidence quality: Grade C, based on systematic reviews and randomized controlled trials
with a preponderance of harm over benefit
Level of confidence in evidence: Low, due to lack of studies
Benefits: Improved patient comfort, decreased pain after surgery, avoid additional risk of toxic shock
syndrome, decreased patient anxiety, improved nasal airway, avoiding respiratory compromise,
improved CPAP compliance among patients with OSA
Risk, harm, cost: Risk of epistaxis
Benefit-harm assessment: Preponderance of benefit over harm
Value judgments: Perception by the GDG that nasal packing is frequently used after rhinoplasty
despite no published evidence documenting benefits but significant evidence of potential harms;
perception by the GDG that the use of nasal packing, in general, is declining among rhinoplasty
surgeons and that, when packing is used, it is limited to 24 hours
Intentional vagueness: The word "routinely" is used to avoid establishing a legal precedent and to
allow clinicians discretion to identify patients who might benefit from nasal packing on an
individualized basis
Role of patient preferences: Moderate, the patient may have strong preferences about nasal packing
that create an opportunity for shared decision making
Exceptions: Patients with epistaxis that requires packing for control; patients with complex, unstable
nasal fractures that require packing for stability; patients with a known bleeding/clotting disorder
Policy level: Recommendation against
Differences of opinion: None regarding the recommended action but some concern over whether a
simple cotton ball or other temporary object in the nasal vestibule after nasal surgery could be
misconstrued as packing

Statement 10: Outcome Assessment

Clinicians should document patient satisfaction with their nasal appearance and with their nasal function
at a minimum of 12 months after rhinoplasty.

Recommendation based on observational studies, with a preponderance of benefit over harm.

Action Statement Profile

Quality improvement opportunity: Incorporate patient-reported outcome measures in rhinoplasty
surgery; empower the patient to express satisfaction and communicate with the clinician (NQS
domains: patient and family engagement; clinical process/effectiveness)
Aggregate evidence quality: Grade C, based on observational studies with a preponderance of
benefit over harm.
Level of confidence in evidence: Medium based on limited evidence concerning the optimal time
frame to assess outcomes and the wide range of outcome measurements available



Benefits: Empower the patient to communicate meaningful outcomes and express unmet
expectations, provide feedback information on patient satisfaction to the surgeon, call explicit
attention to the importance of assessing both cosmetic and function outcomes, identify patients who
might benefit from additional counseling or management, identify causes of nasal obstruction
unrelated to the original rhinoplasty that could be managed and corrected
Risk, harm, cost: Time spent assessing outcomes, administrative burden of outcome measurements
Benefit-harm assessment: Preponderance of benefit over harm
Value judgments: The content experts in the GDG felt that 12 months was the minimal acceptable
time for a reasonable stable outcome assessment of nasal appearance. While earlier assessment
and documentation may be useful for counseling, the final assessment should ideally be done at ≥12
months
Intentional vagueness: The method of assessing satisfaction is not specified and is at the discretion
of the clinician; the precise timing of the final outcome assessment is not specified but should be no
sooner than 12 months.
Role of patient preferences: Small
Exceptions: None
Policy level: Recommendation
Differences of opinion: None

Definitions

Aggregate Grades of Evidence by Question Typea

Grade CEBM
Level

Treatment Harm Diagnosis Prognosis

A 1 Systematic
reviewb of
randomized
trials

Systematic reviewb of
randomized trials, nested
case-control studies, or
observational studies with
dramatic effect

Systematic
reviewb of cross-
sectional studies
with consistently
applied reference
standard and
blinding

Systematic
reviewb of
inception cohort
studiesc

B 2 Randomized
trials or
observational
studies with
dramatic
effects or
highly
consistent
evidence

Randomized trials or
observational studies with
dramatic effects or highly
consistent evidence

Cross-sectional
studies with
consistently
applied reference
standard and
blinding

Inception cohort
studiesc

C 3-4 Nonrandomized
or historically
controlled
studies,
including case-
control and
observational
studies

Nonrandomized controlled
cohort or follow-up study
(postmarketing
surveillance) with sufficient
numbers to rule out a
common harm; case series,
case-control, or historically
controlled studies

Nonconsecutive
studies, case-
control studies, or
studies with poor,
nonindependent,
or inconsistently
applied reference
standards

Cohort study,
control arm of a
randomized trial,
case series, or
case-control
studies; poor-
quality
prognostic
cohort study

D 5 Case reports, mechanism-based reasoning, or reasoning from first principles

X N/A Exceptional situations where validating studies cannot be performed and there is a
clear preponderance of benefit over harm

CEBM, Oxford Centre for Evidence-Based Medicine; N/A, not applicable

aAdapted from Howick J, Chalmers I, Glasziou; the OCEBM Levels of Evidence Working Group. The Oxford 2011 levels of evidence: Oxford
Centre for Evidence-Based Medicine. http://www.cebm.net/index.aspx?o=5653 . Accessed October 22, 2015.

bA systematic review may be downgraded to level B because of study limitations, heterogeneity, or imprecision.
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cA group of individuals identified for subsequent study at an early, uniform point in the course of the specified health condition or before
the condition develops.

Guideline Definitions for Evidence-Based Statements

Strength Definition Implied Obligation

Strong
recommendation

A strong recommendation means that the benefits of the
recommended approach clearly exceed the harms (or that
the harms clearly exceed the benefits, in the case of a
strong negative recommendation) and that the quality of
the supporting evidence is excellent (grade A or B).a In
some clearly identified circumstances, strong
recommendations may be made on the basis of lesser
evidence, when high-quality evidence is impossible to
obtain and the anticipated benefits strongly outweigh the
harms.

Clinicians should
follow a strong
recommendation
unless a clear and
compelling rationale
for an alternative
approach is present.

Recommendation A recommendation means that the benefits exceed the
harms (or that the harms exceed the benefits, in the case
of a negative recommendation) but that the quality of
evidence is not as strong (grade B or C).a In some clearly
identified circumstances, recommendations may be based
on lesser evidence when high-quality evidence is
impossible to obtain and the anticipated benefits outweigh
the harms.

Clinicians should also
generally follow a
recommendation but
should remain alert
to new information
and sensitive or
patient preferences.

Option An option means that either the quality of evidence is
suspect (grade D) or that well-done studies (grade A, B, or
C)a show little clear advantage to one approach versus
another.

Clinicians should be
flexible in their
decision making
regarding appropriate
practice, although
they may set bounds
on alternatives.
Patient preference
should have a
substantial
influencing role.

aAmerican Academy of Pediatrics classification scheme.

Clinical Algorithm(s)
An algorithm titled "Algorithm of the guideline's action statements" is provided in the original guideline
document.

Scope

Disease/Condition(s)
Anatomical or functional abnormalities of the nose or nasal airway for which rhinoplasty procedures may
be indicated

Guideline Category
Counseling

Evaluation

Management



Screening

Treatment

Clinical Specialty
Otolaryngology

Plastic Surgery

Sleep Medicine

Intended Users
Advanced Practice Nurses

Health Care Providers

Nurses

Physician Assistants

Physicians

Guideline Objective(s)
To provide evidence-based recommendations for clinicians who either perform rhinoplasty or are
involved in the care of a rhinoplasty candidate
To optimize patient care, promote effective diagnosis and therapy, and reduce harmful or
unnecessary variations in care

Target Population
All rhinoplasty patients aged ≥15 years

Note: Recommendations in this guideline concerning education and counseling to the patient are also intended to include the caregiver if
the patient is <18 years of age.

Interventions and Practices Considered
1. Communicating with rhinoplasty candidates about their expectations for surgery and surgical

outcomes
2. Assessing rhinoplasty candidates for comorbid conditions that could modify or contraindicate surgery
3. Evaluating the rhinoplasty candidate for nasal airway obstruction during the preoperative assessment
4. Preoperative education
5. Counseling for obstructive sleep apnea (OSA) patients
6. Managing postoperative pain and discomfort
7. Perioperative systemic steroids
8. Outcome assessment (nasal appearance and nasal function at a minimum of 12 months after

rhinoplasty)

Note: The follow ing were considered but not recommended: routine use of postoperative antibiotics for a duration >24 hours after surgery,
post-rhinoplasty nasal packing.

Major Outcomes Considered



Aesthetic and functional outcomes of rhinoplasty
Impact of rhinoplasty on obstructive sleep apnea (OSA) (reduced continued positive airway pressure
[CPAP], enhanced CPAP compliance, lower apnea hypopnea index)
Postoperative complications of rhinoplasty, including pain, periorbital edema and ecchymosis
Patient satisfaction
Quality of life

Methodology

Methods Used to Collect/Select the Evidence
Searches of Electronic Databases

Description of Methods Used to Collect/Select the Evidence
Literature Search

An information specialist conducted 3 literature searches from May 2015 through December 2015, using a
validated filter strategy, to identify clinical practice guidelines, systematic reviews, and randomized
controlled trials. The search terms used were as follows:

((rhinoplasty OR rhinoplasties OR septorhinoplasty OR septorhinoplasties OR ((functional OR
cosmetic) AND "nasal surgery" OR "nose surgery")))) (("nasal valve" AND airflow) OR "nasal valve
repair" OR "nasal valve surgery") (((rhinoplasty OR rhinoplasties OR septorhinoplasty OR
septorhinoplasties OR ((functional OR cosmetic) AND "nasal surgery" OR "nose surgery")))))
((("nasal valve" AND airflow) OR "nasal valve repair" OR "nasal valve surgery")).

These search terms were used to capture all evidence on the population, incorporating all relevant
treatments and outcomes.

The English-language searches were performed in multiple databases: Health Services/Technology
Assessment Texts (HSTAT), Agency for Healthcare Research and Quality (AHRQ), BIOSIS Previews, CAB
Abstracts, Allied and Complementary Medicine Database (AMED), EMBASE, GIN International Guideline
Library, Cochrane Library (Cochrane Database of Systematic Reviews, Database of Abstracts of Reviews of
Effects [DARE], Health Technology Assessment [HTA] Database, National Health Service Economic
Evaluation Database [NHS EED]), Australian National Health and Medical Research Council, New Zealand
Guidelines Group, Scottish Intercollegiate Guidelines Network (SIGN), TRIP Database, National Institute
for Health and Care Excellence (NICE) Evidence (includes NHS Evidence ENT & Audiology and National
Library of Guidelines), Canadian Medical Association (CMA) Infobase, National Guideline Clearinghouse,
PubMed Search, Web of Science, and the Cumulative Index to Nursing and Allied Health Literature.

The initial English-language search identified 21 clinical practice guidelines, 116 systematic reviews, and
171 randomized controlled trials published in 2005 or later. Systematic reviews were emphasized and
included if they met quality criteria of (1) clear objective and methods, (2) an explicit search strategy,
and (3) valid data extraction. Randomized controlled trials were included if they met quality criteria of (1)
randomization, (2) double blinding, and (3) a clear description of participant withdrawals and dropouts.
Additional evidence was identified, as needed, with targeted searches to support the guideline
development group in writing sections of the guideline text.

After removing duplicates, irrelevant references, and non-English-language articles, 0 guidelines, 25
systematic reviews, and 48 randomized controlled trials were retained. In certain instances, targeted
searches were performed by members of the guideline development group to address gaps from the
systematic searches, identified in writing the guideline from November 2015 through July 2016. These
additional searches yielded 1 additional clinical practice guideline and 4 additional systematic reviews.



Number of Source Documents
In total, the evidence supporting this guideline includes 1 guideline, 22 systematic reviews, and 19
randomized controlled trials.

Methods Used to Assess the Quality and Strength of the Evidence
Weighting According to a Rating Scheme (Scheme Given)

Rating Scheme for the Strength of the Evidence

Aggregate Grades of Evidence by Question Typea

Grade CEBM
Level

Treatment Harm Diagnosis Prognosis

A 1 Systematic
reviewb of
randomized
trials

Systematic reviewb of
randomized trials, nested
case-control studies, or
observational studies with
dramatic effect

Systematic
reviewb of cross-
sectional studies
with consistently
applied reference
standard and
blinding

Systematic
reviewb of
inception cohort
studiesc

B 2 Randomized
trials or
observational
studies with
dramatic
effects or
highly
consistent
evidence

Randomized trials or
observational studies with
dramatic effects or highly
consistent evidence

Cross-sectional
studies with
consistently
applied reference
standard and
blinding

Inception cohort
studiesc

C 3-4 Nonrandomized
or historically
controlled
studies,
including case-
control and
observational
studies

Nonrandomized controlled
cohort or follow-up study
(postmarketing
surveillance) with sufficient
numbers to rule out a
common harm; case series,
case-control, or historically
controlled studies

Nonconsecutive
studies, case-
control studies, or
studies with poor,
nonindependent,
or inconsistently
applied reference
standards

Cohort study,
control arm of a
randomized trial,
case series, or
case-control
studies; poor-
quality
prognostic
cohort study

D 5 Case reports, mechanism-based reasoning, or reasoning from first principles

X N/A Exceptional situations where validating studies cannot be performed and there is a
clear preponderance of benefit over harm

CEBM, Oxford Centre for Evidence-Based Medicine; N/A, not applicable

aAdapted from Howick J, Chalmers I, Glasziou; the OCEBM Levels of Evidence Working Group. The Oxford 2011 levels of evidence: Oxford
Centre for Evidence-Based Medicine. http://www.cebm.net/index.aspx?o=5653 . Accessed October 22, 2015.

bA systematic review may be downgraded to level B because of study limitations, heterogeneity, or imprecision.

cA group of individuals identified for subsequent study at an early, uniform point in the course of the specified health condition or before
the condition develops.

Methods Used to Analyze the Evidence
Review of Published Meta-Analyses

Systematic Review with Evidence Tables
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Description of the Methods Used to Analyze the Evidence
The evidence-based approach to guideline development requires that the evidence supporting a policy be
identified, appraised, and summarized and that an explicit link between evidence and statements be
defined. Evidence-based statements reflect both the quality of evidence and the balance of benefit and
harm that is anticipated when the statement is followed. The definitions for evidence-based statements
are listed in the "Rating Scheme for the Strength of Evidence" and "Rating Scheme for the Strength of the
Recommendations" fields.

Methods Used to Formulate the Recommendations
Expert Consensus

Description of Methods Used to Formulate the Recommendations
This guideline was developed with an explicit and transparent a priori protocol for creating actionable
statements based on supporting evidence and the associated balance of benefit and harm as outlined in
the third edition of the "Clinical Practice Guideline Development Manual: A Quality-Driven Approach for
Translating Evidence into Action" (see the "Availability of Companion Documents" field). The Guideline
Development Group (GDG) consisted of 16 panel members representing experts in advanced practice
nursing, plastic surgery, consumer advocacy, facial plastic and reconstructive surgery, otolaryngology,
otology, psychiatry, plastic surgery, rhinology, and sleep medicine.

In a series of conference calls, the working group defined the scope and objectives of the proposed
guideline. During the 16 months devoted to guideline development (ending in August 2016), the group
met twice, with in-person meetings following the format previously described, and it used electronic
decision support software (BRIDGE-W iz; Yale Center for Medical Informatics, New Haven, Connecticut) to
facilitate creating actionable recommendations and evidence profiles. Internal electronic review and
feedback on each guideline draft were used to ensure accuracy of content and consistency with
standardized criteria for reporting clinical practice guidelines.

American Academy of Otolaryngology—Head and Neck Surgery Foundation (AAO-HNSF) staff used the
Guideline Implementability Appraisal and Extractor to appraise adherence of the draft guideline to
methodological standards, to improve clarity of recommendations, and to predict potential obstacles to
implementation. Guideline panel members received summary appraisals in February 2016 and modified an
advanced draft of the guideline.

Rating Scheme for the Strength of the Recommendations
Guideline Definitions for Evidence-Based Statements

Strength Definition Implied Obligation

Strong
recommendation

A strong recommendation means that the benefits of the
recommended approach clearly exceed the harms (or that
the harms clearly exceed the benefits, in the case of a
strong negative recommendation) and that the quality of
the supporting evidence is excellent (grade A or B).a In
some clearly identified circumstances, strong
recommendations may be made on the basis of lesser
evidence, when high-quality evidence is impossible to
obtain and the anticipated benefits strongly outweigh the
harms.

Clinicians should
follow a strong
recommendation
unless a clear and
compelling rationale
for an alternative
approach is present.

Recommendation A recommendation means that the benefits exceed the
harms (or that the harms exceed the benefits, in the case
of a negative recommendation) but that the quality of

Clinicians should also
generally follow a
recommendation but



evidence is not as strong (grade B or C).a In some clearly
identified circumstances, recommendations may be based
on lesser evidence when high-quality evidence is
impossible to obtain and the anticipated benefits outweigh
the harms.

should remain alert
to new information
and sensitive or
patient preferences.

Option An option means that either the quality of evidence is
suspect (grade D) or that well-done studies (grade A, B, or
C)a show little clear advantage to one approach versus
another.

Clinicians should be
flexible in their
decision making
regarding appropriate
practice, although
they may set bounds
on alternatives.
Patient preference
should have a
substantial
influencing role.

Strength Definition Implied Obligation

aAmerican Academy of Pediatrics classification scheme.

Cost Analysis
A formal cost analysis was not performed and published cost analyses were not reviewed.

Method of Guideline Validation
External Peer Review

Internal Peer Review

Description of Method of Guideline Validation
The final guideline draft underwent extensive external peer review. Comments were compiled and
reviewed by the panel's chair and co-chairs, and a modified version of the guideline was distributed and
approved by the guideline development panel.

Evidence Supporting the Recommendations

Type of Evidence Supporting the Recommendations
The type of supporting evidence is identified and graded for each recommendation (see the "Major
Recommendations" field).

Benefits/Harms of Implementing the Guideline
Recommendations

Potential Benefits
Improved peri- and postoperative strategies will maximize patient safety and optimize surgical results for
patients. The recommendations facilitate shared decision making, promote realistic expectations,
promote informed consent, identify unrealistic expectations, and improve quality of care and outcomes.

For additional benefits of specific interventions considered in the guideline, see the "Major



Recommendations" field.

Potential Harms
Potential harms of preoperative assessments in patients seeking rhinoplasty include patient anxiety,
false-positive results from screening surveys, making the patient self-conscious, and adverse events
of diagnostic procedures (endoscopy, imaging).
A potential harm of not routinely prescribing antibiotic therapy for a duration of >24 hours after
surgery is the possibility of infection.
Systemic steroids may cause bone weakening, avascular necrosis of the femur, adverse effects on
diabetes, and nervousness/anxiety, and may adversely impact wound healing.
There is a risk of epistaxis by not packing the nasal cavity after rhinoplasty.

For additional possible harms of specific interventions considered in the guideline, see the "Major
Recommendations" field.

Contraindications

Contraindications
Clinicians should assess rhinoplasty candidates for comorbid conditions that could modify or
contraindicate surgery, including obstructive sleep apnea, body dysmorphic disorder (BDD), bleeding
disorders, or chronic use of topical vasoconstrictive intranasal drugs.
BDD is a contraindication to elective rhinoplasty, and surgery should be strongly discouraged.
If the nasal bones were broken, as occurs when osteotomy is performed in rhinoplasty, postoperative
use of a continuous positive airway pressure (CPAP) mask that involves the nose (e.g., nasal mask,
nasal pillows, full-face mask) may be contraindicated, as it may affect the healing process.

Qualifying Statements

Qualifying Statements
The guideline is intended to focus on knowledge gaps, practice variations, and clinical concerns
associated with this surgical procedure; it is not intended to be a comprehensive reference for
improving nasal form and function after rhinoplasty.
Guidelines are not intended to supersede professional judgment but, rather, may be viewed as a
relative constraint on individual clinician discretion in a particular clinical circumstance. Less frequent
variation in practice is expected for a "strong recommendation" than for a "recommendation."
"Options" offer the most opportunity for practice variability. Clinicians should always act and decide
in a way that they believe will best serve their patients' interests and needs, regardless of guideline
recommendations. They must also operate within their scope of practice and according to their
training. Guidelines represent the best judgment of a team of experienced clinicians and
methodologists addressing the scientific evidence for a particular topic. Making recommendations
about health practices involves value judgments on the desirability of various outcomes associated
with management options. Values applied by the guideline panel sought to minimize harm and
diminish unnecessary and inappropriate therapy. A major goal of the panel was to be transparent
and explicit about how values were applied and to document the process.
The clinical practice guideline is not intended as the sole source of guidance in managing candidates
for rhinoplasty. Rather, it is designed to assist clinicians by providing an evidence-based framework
for decision-making strategies. The guideline is not intended to replace clinical judgment or



establish a protocol for all individuals with this condition and may not provide the only appropriate
approach to diagnosing and managing this program of care. As medical knowledge expands and
technology advances, clinical indicators and guidelines are promoted as conditional and provisional
proposals of what is recommended under specific conditions but are not absolute. Guidelines are not
mandates. These do not and should not purport to be a legal standard of care. The responsible
physician, in light of all circumstances presented by the individual patient, must determine the
appropriate treatment. Adherence to these guidelines will not ensure successful patient outcomes in
every situation. The American Academy of Otolaryngology—Head and Neck Surgery Foundation
emphasizes that these clinical guidelines should not be deemed to include all proper treatment
decisions or methods of care or to exclude other treatment decisions or methods of care reasonably
directed to obtaining the same results.

Implementation of the Guideline

Description of Implementation Strategy
Implementation Considerations

The clinical practice guideline is published as a supplement to Otolaryngology–Head and Neck Surgery,
which will facilitate reference and distribution. A full-text version of the guideline will be accessible, free
of charge, at www.entnet.org . The guideline was presented to American
Academy of Otolaryngology–Head and Neck Surgery (AAO-HNS) members as a miniseminar at the
American Academy of Otolaryngology–Head and Neck Surgery Foundation (AAO-HNSF) 2016 Annual
Meeting & OTO EXPO. Existing brochures and publications by the AAO-HNSF will be updated to reflect the
guideline's recommendations.

As a supplement to clinicians, an algorithm of the guideline's action statements has been provided (see
Figure 6 in the original guideline document). The algorithm allows for a more rapid understanding of the
guideline's logic and the sequence of the action statements. The guideline development group hopes that
the algorithm can be adopted as a quick reference guide to support the implementation of the guideline's
recommendations.

Implementation Tools
Chart Documentation/Checklists/Forms

Clinical Algorithm

Foreign Language Translations

Patient Resources

Quick Reference Guides/Physician Guides

Resources

Institute of Medicine (IOM) National Healthcare Quality
Report Categories

IOM Care Need

For information about availability, see the Availability of Companion Documents and Patient Resources
fields below.
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IOM Care Need
Getting Better

IOM Domain
Effectiveness

Patient-centeredness

Safety
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